RINIA	Clinical Case Report — Writing Template

CLINICAL CASE REPORT
Writing Template & Author Checklist
This template is informed by the CARE guidelines and, where relevant, the SCARE 2023 guidelines for surgical cases. 
Before You Start: The Non-Negotiables
1. All identifying details - name, exact dates, hospital number, exact address, employer, or any unusual combination of details - have been removed or generalised.
1. Any clinical images or other material that could identify the patient should not be included unless the appropriate permissions have been obtained.
1. You were directly involved in the patient’s care and have been part of their clinical journey, with sufficient involvement to understand and accurately present the case.
1. You have checked this exact case hasn't already been published elsewhere.
What Is the Story?
A strong case report is more than a description of an interesting patient. It should tell the reader what happened, why it is important, and what can be learned from it.
Before beginning, identify the central message of your case. Ask yourself:
What makes this case worth sharing?
This might be:
· an unusual or unexpected presentation;
· a diagnostic challenge;
· a rare condition;
· an important investigation or diagnostic finding;
· an interesting management decision or intervention;
· an unexpected complication or outcome; or
· a wider clinical lesson that could influence practice.

Think about who would benefit from reading the case and what you want them to remember afterwards.
You do not need to write the case report in the order in which it appears. Begin by reconstructing the patient’s clinical journey and identifying what happened. Then review the relevant literature and guidelines to understand why the case matters and place it in context. Once the main story and learning points are clear, complete the discussion and conclusion, and write the abstract last.
1. Title & Keywords
Start with a short working title that captures the main feature of the case. This may change as your report develops.
The final title should include the main diagnosis or intervention and the words “case report.”
Working title:
[e.g. “[Diagnosis/intervention] in a [patient group]: a case report”]
Keywords (3–6):
[Choose terms that represent the main diagnosis, intervention or learning point. Include “case report”.]
2. Abstract (150–250 words)
Write this last, but it goes first. It should let a reader fully understand the case without reading further.
The abstract should give the reader a concise overview of the case and its significance without needing to read the full report. Avoid references in the abstract.
Structure to follow:
1. Background - why is this case important or unusual?
1. Case presentation - patient demographic, presenting complaint
1. Diagnosis & intervention - what was found and what was done
1. Outcome - what happened following treatment or intervention?
1. Conclusion - the one take-home lesson
Draft abstract: [write your full abstract here]
3. Introduction
The introduction should answer one central question:
Why does this case deserve to be reported?
Keep this section focused. Introduce the condition, presentation or clinical problem and explain what makes your case noteworthy.
Use the published literature to provide context. Where relevant:
· describe how common or uncommon the condition or presentation is;
· identify what is already known;
· refer to relevant clinical guidelines or established practice;
· explain what is unusual, challenging or educational about your case.
If there is little published evidence or no clear guidance for the situation you encountered, this may itself be important to highlight.
Draft introduction:
[2–4 focused sentences supported by relevant literature]

4. Patient Information
Begin telling the patient's clinical story. De-identified demographic details, presenting complaint, relevant history. Age band and sex are usually sufficient - avoid exact dates of birth, admission, or discharge; use relative time (‘Day 3 of admission’) instead.
Age / sex: [e.g. ‘a man in his 30s’]
Presenting complaint: [in the patient's own words where possible]
Relevant history: [PMH, drug history, family/social history if relevant]

5.  Clinical Findings, Episode of Care & Timeline
Present the patient's episode of care as a clear, chronological narrative. Your aim is to help the reader understand what happened, when it happened, and how each stage of the patient's care led to the next decision.
You do not need to include every detail from the medical record. Focus on information that is relevant to the patient's presentation, diagnosis, treatment and outcome.
Presenting Concerns
Describe why the patient sought medical attention and include relevant demographic information.
· Age or age range and sex, where relevant
· Main symptoms or chief complaints
· Duration and progression of symptoms
· Relevant context surrounding the presentation

Clinical Findings
Describe the findings that helped clinicians understand the patient's condition.
Include, where relevant:
· Relevant past medical history
· Important co-morbidities
· Relevant medications, allergies or family history
· Pertinent physical examination findings
· Findings that influenced the differential diagnosis or management
Focus on the findings that matter to the case.

6. Diagnostic Assessment
Explain how the diagnosis was investigated and reached.
Include:
· Diagnostic tests performed and why they were requested
· Important laboratory, imaging, histological or other results
· Differential diagnoses considered
· Findings that supported or excluded the main alternatives
· The final diagnosis and how it was confirmed
Do not simply list test results. Explain how the results contributed to clinical decision-making.

7. Therapeutic Intervention
Describe the treatment or other interventions provided during the episode of care.
This may include:
· Pharmacological treatment
· Surgical or procedural intervention
· Preventive treatment
· Lifestyle or supportive measures
For medications, include the dose, strength, route, frequency and duration where relevant. For procedures or surgery, describe the intervention clearly enough for the reader to understand what was done and when.
8. Follow-up & Outcomes
Describe the patient's clinical course during follow-up.
Include, where relevant:
1. Any modification, interruption or discontinuation of treatment
2. Whether the patient followed the treatment plan and how adherence was assessed
3. Adverse effects, complications or other unanticipated events
4. The patient's response to treatment
5. Further investigations, referrals or interventions
6. The final outcome and follow-up plan

9. Discussion & Conclusion
The discussion is where you move from WHAT happened to WHY it matters.
Do not simply repeat the case presentation. Instead, use the scientific literature to interpret your findings and place the case within the wider clinical context.
Consider:
· How does this case compare with previously reported cases?
· Does the presentation differ from what would normally be expected?
· Was the diagnosis or management consistent with current guidelines?
· Why might the unusual presentation, response or outcome have occurred?
· What clinical decisions were particularly important?
· What can another clinician learn from this case?
· Are there gaps or uncertainties in the existing evidence?

The conclusion should usually be one focused paragraph and should not introduce new information or new references.




10. References
Use appropriately selected scientific literature to support the introduction and discussion.
In the Introduction, use references to establish the background of the case, for example, how common the condition is, what is already known about it, or why the presentation is unusual.
In the Discussion, use references to compare your case with the existing literature and help explain why your findings, management or outcome may be important.
Prioritise:
· peer-reviewed research;
· recognised clinical guidelines;
· systematic reviews or high-quality evidence where available; and
· previous case reports when comparing rare or unusual presentations.
References should support your interpretation of the case.
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